Background: Within the past 10 years, methicillin-resistant Staphylococcus aureus (MRSA) has not only been a hospital pathogen but also a community pathogen. To understand the carriage rate of methicillin-resistant Staphylococcus aureus (MRSA) among the adult patients visiting emergency department (ED), we conducted this study.
Introduction
Staphylococcus aureus is an important pathogen in humans and causes a broad spectrum of diseases, ranging from skin and soft tissue infection, myositis, bone/joint infection, pneumonia, endocarditis, bacteremia, to life-threatening infections of septicemia, necrotizing fasciitis, and toxic shock syndrome [1] . It is always a challenge to treat infections due to S. aureus, particularly isolates resistant to methicillin (methicillin-resistant S. aureus, MRSA) and related beta-lactams. Nowadays, MRSA is endemic in most hospitals in the world and accounts for 40-60% of all nosocomial S. aureus infections. MRSA was usually viewed as a cause of nosocomial infection [2] . However, within the past 10 years, it has become an increasing threat to not only hospitals but also community settings [3, 4] .
Community-associated MRSA (CA-MRSA) isolates established infections in patients without traditional MRSA risk factors [5] [6] [7] [8] and shared common molecular characteristics which are different from healthcare-associated MRSA (HA-MRSA) isolates [6] [7] [8] [9] . However, CA-MRSA clones varied in different continents, countries and even areas. CA-MRSA strains are now endemic in many US hospitals [5, 7] , and about two-thirds of severe HA-MRSA infections were community-onset [10] . It is likely that these patients returned hospital settings through emergency department (ED).
In Taiwan, MRSA was first documented in early 1980s and rapidly increased in 1990s, accounting for 53-83% of all S. aureus isolates in most hospitals of Taiwan in 2000s [11] . In addition, CA-MRSA infections have been increasingly reported in pediatric patients since 2000 [12, 13] .
Colonization of Staphylococcus aureus strains may serve as endogenous reservoirs for subsequent clinical infections [14, 15] , and the risk was even higher for MRSA. Since patients visiting the emergency department (ED) may come from different settings, we aimed to determine in this study the prevalence of Staphylococcus aureus and MRSA nasal colonization among the patients visiting ED, and further to identify the risk factors for acquisition and microbiologic characteristics of MRSA. Such information can provide the extent of MRSA in ED, thus shaping strategies for prevention and treatment of MRSA, both in the hospital and community.
Materials and Methods
Chang Gung Memorial Hospital is a university-affiliated 3000-bed tertiary teaching hospital situated in northern Taiwan 
Laboratory methods
Nasal swab samples were collected with sterile swabs from both anterior nares, then placed in the transport medium (Venturi Transystem, Copan Innovation Ltd., Limmerick, Ireland) and sent to microbiological laboratory for culture. Swabs were plated by streak plate method on Blood Agar Plate Isolates of S. aureus and MRSA identification by oxacillin susceptibility with the disc diffusion methods were confirmed according to the recommendations of Clinical and Laboratory Standards Institute [16] .
Antimicrobial susceptibility testing
The susceptibility of MRSA isolates to 9 antibiotics including doxycyclin, vancomycin, teicoplanin, penicillin, trimethoprim/sulfamethoxazole, erythromycin, chloramphenicol, linezolid, and fusidic acid was determined using the disk-diffusion method according to the recommendations of Clinical and Laboratory Standards Institute [16] .
Molecular typing
Chromosomal DNAs were extracted from MRSA isolates for molecular characterization. Pulsed-field gel electrophoresis (PFGE) was used to fingerprint all MRSA isolates according to the procedure described previously [13, 17] . Staphylococcal chromosome cassette mec (SCCmec) type, and the presence of Panton-Valentine leukocidin (PVL) genes were determined by PCR assays according to the procedure described previously [13, 17, 18] . Multilocus sequence typing (MLST) was performed for selective strains of representative PFGE patterns as described elsewhere [19] .
Questionnaire and Statistical analysis
Each participant, with or without the assist of their family, was requested to complete a questionnaire regarding risk factors for MRSA colonization. Demographic and clinical data were collected. Demographic data included age, gender, education level, social economic status, and smoking habits. High social economic level was defined by having both high school diploma and/or monthly salary exceeding NT 50000. Those who do not fulfill either conditions were classified as low social economic level. Clinical information regarding chief complaint for this visit to ED, recent hospitalization or outpatient department visit, dialysis, current usage of tubes (nasogastric tube, urine catheter, tracheostomy tube, drainage tube, port-A, and dialysis tube), chronic underlying disease, and recent antibiotic use within one year of enrollment were obtained. The details of their recent hospitalization history, laboratory tests, and antibiotic use were further obtained by medical chart review.
Patients with a history of hospitalization, surgery, dialysis, or residence in a long-term care facility within 1 year of enrollment, a permanent indwelling catheter or percutaneous medical device (eg, tracheostomy tube, gastrostomy tube, or Foley catheter), or a known positive culture for MRSA prior to the study [6] were classified into the group with risk factors for MRSA acquisition. Those without any of the above factors were the group without risk factors.
Statistics
The categorical data was examined by chi-square test or logistic regression model using SPSS 16.0 statistical software. A p value ,0.05 indicated a significant difference statistically. Risk factors associated with MRSA colonization with a p value,0.05 were subsequently included for further multivariate logistic regression model.
Results
A total of 502 adult patients were enrolled in this study. 268 patients (53%) were male. The majority of the patients were over 60 years of age and the age distribution was 55(11%) patients between 19-29 years, 212 (42%) between 30-59 years and 235 (47%) over 60 years. 219 patients (44%) were classified into the group with risk factors and 283 patients the group without risk factors.
The overall prevalence of methicillin sensitive S. aureus and MRSA nasal carriage were 13.5% and 3.8%, respectively. The overall carriage rate of S. aureus was 17.3%. The carriage rate of S. aureus and MRSA, respectively, among the patients with risk factors were significantly higher than that of those without risk factors (p = 0.033, respectively) ( Table 1) .
The association of demographic and clinical factors with MRSA colonization is shown in Table 2 . Univariate analysis revealed that diabetes mellitus, chronic kidney disease, current usage of percutaneous catheters or tubes, and urinary complaint for this visit were significant risk factors for MRSA colonization. After multivariate logistic regression analysis, only current usage of catheters or tubes (p = 0.025) was the independent predictor for MRSA colonization (Table 3) . Patients more than 60 years of age Table 4 . A total of six PFGE were identified with three major patterns (type A, 21%; type C, 32% and type D, 26%). Most MRSA isolates belonged to two lineages as sequence type (ST) 59 and ST 239. ST 59 linage was further classified into two clones, characterized as PFGE C/SCCmec IV/PVL-negative and PFGE D/SCCmec V T /PVL-positive. These two clones accounted for 83% of 6 isolates from patients without risk factors, and are community-associated (CA) clones in Taiwan.
All 19 MRSA isolates were susceptible to vancomycin, linezoid, teicoplanin, and fusidic acid. Susceptibility to trimethoprimsulfamethoxazoe (TMP-SMX), clindamycin, doxycyclin, and erythromycin was detected in 73.7%, 21.0%, 68.4%, and 21.0% of the isolates, respectively. For the 6 isolates from patients without risk factors, the susceptibilities to clindamycin, doxycyclin, and erythromycin were significantly higher than those of the isolates from patients with risk factors.(P = 0.041, P = 0.05, P = 0.041, respectively) ( Table 5 ).
Discussion
Results from this study indicated that the nasal carriage rate of MRSA among the adult patients visiting the ED of a medical center in northern Taiwan was 3.78%, a rate significantly higher than that among patients admitted to hospitals in the Netherlands (0.03% during 1999-2000) [20] and that among general population in the US (1.5% during [2003] [2004] [21] . Compared with previous reports from Taiwan, the rate was significantly lower than that for adult patients hospitalized in ICUs (32%) [22] The chief complaints were classified according to the systems of the body affected. doi:10.1371/journal.pone.0018620.t002 Table 2 . Cont. similar to that for adults in the community and adults for health examination [23, 24] . Patients visiting emergency department may come from both community settings and healthcare facilities. Therefore, the expected nasal MRSA carriage rate among these patients should be higher than that among the community subjects, but it is not the case in the present study. The carriage rate was nearly same for both populations. Since it was harder to get access to patients with severe medical condition, we might collect samples from subjects that held characters more close to those in the community settings. However, the carriage rate was significantly higher in the patients with risk factors (5.94%) than those without risk factors (2.12%) ( Table 1) . Further studies are needed to confirm this finding, since nasal MRSA carriage was only identified in 19 individuals in the present study.
In the current study, 58% of MRSA isolates belonged to ST 59 linage, which included several clones with two major clones (PFGE C/SCCmec IV/PVL-negative and PFGE D/SCCmec V T /PVLpositive) and were community strains in Taiwan [13, 25] , and the rate was even up to 83% of the isolates from those without risk factors for MRSA acquisition. In contrast, about 30% of MRSA isolates belonged to ST 239 linage, which was among worldwide epidemic clones as well as healthcare associated clones in Taiwan [17, 25] . Likewise, the isolates from the patients with risk factors were resistant to more antibiotics than those from patients without risk factors. These results were compatible with our assumption that patients visiting emergency department may come from both community settings and healthcare facilities. The issue whether CA-MRSA strain will become widespread, even in health-care facilities, in Taiwan needs further observation [26, 27] .
In the current study usage of percutaneous catheters or tubes was identified as the only independent predictor for MRSA colonization. Whether biofilm-forming capacity of S. aureus on various indwelling devices assists its persistence in the host needs further studies. Wang et al found that smoking was a protective factor against MRSA colonization in the community setting [24] , which was not confirmed in this study.
In conclusion, 3.78% of patients visiting the ED of a medical center in northern Taiwan in 2009 harbored MRSA in nares. Usage of percutaneous catheters or tubes was significantly associated with MRSA colonization. Most of the isolates belonged to ST59 linage, a community clone in Taiwan. Nasal MRSA colonization among patients visiting ED may accelerate the spread of MRSA both in the community and healthcare-associated settings.
Perspectives
Colonization of MRSA, compared with MSSA colonization, was 4-fold more likely to develop invasive infection [15] . To avoid invasive infection among the colonized ones, prevention strategies have to be made. Several studies have shown that elimination of nasal carriage reduces the incidence of Staphylococcus aureus, and the carriage from other body sites usually disappeared after the nasal carriage has been treated [28] [29] [30] . Intervention strategies included decolonization with topical treatment (eg. mupirocin ointment to eradicate nasal carriage, tea tree oil and chlorhexidine gluconate to eradicate cutaneous carriage), oral probiotic preparation containing lactobacillus and occasional systemic antimicrobial agents [31, 32] . Nevertheless, widespread use of antibacterial agents may elicit the development of resistance. Since the relative risk of developing invasive infection after carriage is linked to the clinical comorbidities [15] , carriage eradication is necessary in the hospitalized patients, especially those at high risk of MRSA acquisition as mentioned in the present study. Recent study has shown that nasal wash with water and use of nasal sprays was associated with significant decrease of Staphylococcus aureus colonization rate [33] . However, its clinical practicality requires further investigation. 
